assessed. As clearly described in the 'Results' section of our manuscript, associated procedures such as myocardial revascularization, successful ablation of atrial fibrillation and cardiac resynchronization therapy were not positively related to the occurrence of reverse remodelling. For some of them, such as cardiac resynchronization therapy, this lack of effect could probably be due to the small number of patients treated. There were 18 (24%) patients with preoperative asymmetric tethering who had a significantly higher recurrence rate of mitral regurgitation (MR) compared with those with preoperative symmetric tethering. In our opinion, this represents a very important finding that should be taken into consideration when selecting patients for whom an undersized annuloplasty is evaluated as a possible therapeutic option. According to our results, in the presence of prevalent restricted motion of the posterior leaflet, additional surgical techniques addressing the subvalvular apparatus or mitral replacement rather than repair should be considered. With regard to the recurrence of MR following undersized annuloplasty with a GeoForm ring, 9% of our patients had moderate-to-severe (3+/4+) mitral insufficiency at follow-up (and not 16% of them, a percentage that also includes the cases with 2+/4+ MR). This rate is comparable with that reported with other types of ring [3] and is likely to further decrease if preoperative predictors of repair failure identified so far are taken into account during the decision-making process. However, we strongly disagree with Kestelli et al. about the use of flexible rings in functional MR since it has been demonstrated in several observational and randomized studies that they are associated with a higher rate of annular redilatation and MR recurrence compared with the rigid ones [4, 5] , and their use should therefore be discouraged in this setting. 
assessed. As clearly described in the 'Results' section of our manuscript, associated procedures such as myocardial revascularization, successful ablation of atrial fibrillation and cardiac resynchronization therapy were not positively related to the occurrence of reverse remodelling. For some of them, such as cardiac resynchronization therapy, this lack of effect could probably be due to the small number of patients treated. There were 18 (24%) patients with preoperative asymmetric tethering who had a significantly higher recurrence rate of mitral regurgitation (MR) compared with those with preoperative symmetric tethering. In our opinion, this represents a very important finding that should be taken into consideration when selecting patients for whom an undersized annuloplasty is evaluated as a possible therapeutic option. According to our results, in the presence of prevalent restricted motion of the posterior leaflet, additional surgical techniques addressing the subvalvular apparatus or mitral replacement rather than repair should be considered. With regard to the recurrence of MR following undersized annuloplasty with a GeoForm ring, 9% of our patients had moderate-to-severe (3+/4+) mitral insufficiency at follow-up (and not 16% of them, a percentage that also includes the cases with 2+/4+ MR). This rate is comparable with that reported with other types of ring [3] and is likely to further decrease if preoperative predictors of repair failure identified so far are taken into account during the decision-making process. However, we strongly disagree with Kestelli et al. about the use of flexible rings in functional MR since it has been demonstrated in several observational and randomized studies that they are associated with a higher rate of annular redilatation and MR recurrence compared with the rigid ones [4, 5] , and their use should therefore be discouraged in this setting.
Congratulations to Coutinho et al. [1] for their study. But we want to put an emphasis on some points that-we think-should be taken into consideration by the authors.
In small aortic root (SAR) group, comparison of postoperative mean and peak pressure gradients is lacking. Again, in the SAR group, preoperative values of wall thickness are absent. Comparison of ejection fraction between the SAR and aortic root enlargement groups is also lacking. In addition, since the ratios of patients undergoing mitral valve repair/replacement and modified de Vega procedure of tricuspid valve would be statistically different (this also affects the mortality rate), one may not end up with a scientifically correct conclusion.
We could also not understand why a myectomy operation was performed although not indicated (a myectomy of 7 mm could have been done to an interventricular septum (IVS) of 12 mm). Although it was previously shown that stentless bioprosthetic valves are superior haemodynamically why did the authors not Our opinion is that there was no correlation between preoperative IVS-LVPWT values and pressure gradients. We suggest that patients with isolated aortic stenosis are adequate in number and comparison in this group would be more appropriate.
